INTRODUCTION
In the United States rape affects the lives of thousands of people each year. The FBI Uniform Crime Report indicates over a 100%increase in reported forcible rape cases between 1970 (over 37,000 cases) and 1979 (over 75,000). In 1982 there were over 77,000 cases of reported rapes with only a 51% clearance rate by law enforcement indicating the high number of unapprehended assailants. To grasp the enormity of the problem, those figures must be doubled since it is estimated that at least 50% of violent crimes go unreported (President's Task Force on Victims of Crime, 1982) and criminal victimization surveys estimate between 40%-50% of forcible rapes are not reported (Law Enforcement Assistance Agency, 1977).
The incidence of rape is strongly influenced by the definition of rape. When these calculations are realized as being based primarily on the legal definition ot rape (which varies from state to state), and usually addresses lack of consent, force or threat of force and sexual penetration, the clinical understanding of rape greatly expands these estimates. Since the extent of rape and its sequelae affect such a large population, it is essential for occupational health nurses to understand the nature of the event in order to take a leadership role on primary prevention programs aimed at educating for safety, secondary prevention aimed at reducing new cases and tertiary program aimed at diagnosing rape trauma syndrome and providing crisis intervention and counseling services. This paper describes the nursing diagnosis of rape trauma syndrome (Burgess & Holmstrom, 1974) .
RAPE TRAUMA SYNDROME
Assessing, understanding, and eval-uating the reactions and feelings of the victim following a rape are essential skills of the nurse. A rape experience triggers a two-phased reaction: an acute, highly confusing and disorganized state, followed by a long-term period in which the victim attempts to put his or her life back into the order it had before the rape. The syndrome of behavioral, somatic and psychological reactions is an acute stress reaction to a life-threatening and/or highly stressful experience. This reaction is in the service of self-preservation and is the nucleus around which an adaptive pattern may be noted.
It is incomplete to try to understand the stress response pattern in victims without understanding the dynamics of the interactional pattern between victim and offender. A study of motivational intent of the offender (Groth, Burgess & Holmstrom, 1974) indicates that rape behavior involves a hierarchy of life issues such as power, anger and sexuality.On the basis of clinical data on 133 convicted rapists and 92 adult victims, Groth, Burgess and Holmstrom viewed rape as complex and multidetermined and addressing issues of hostility (anger) and control (power) more than passion (sexuality). Subdivisions of these categories include the powerassertive rapist who perceives rape as a means of expressing his virility and dominance; the power-reassurance rapist who uses the act of rape to resolve doubts about his sexual adequacy; the anger-retaliation rapist who seeks revenge by degrading and humiliating women; and the anger-excitation rapist who derives sexual excitement from inflicting pain and punishing his victim.
Occupational Health Nursing, August 1985 In pair or group rape the motive of seeking male comaraderie has been suggested, and the motive of a sense of entitlement to sexual services has been observed in data on father-daughter incest (Herman & Hirschman, 1981) , wife rape (Russell, 1982) and date situations (Burgess & Holmstrom, 1979) .
Analysis of the dynamics and method of operation of the rapist helps to explain what specific aspects have terrorized and/or victimized the person. Style of attack has been found to contain certain characteristics classified as blitz, where the victim is quickly subdued and propelled into the assault (Burgess & Holmstrom, 1979) ; con, where the victim is approached verbally and then betrayed and assaulted (Burgess & Holmstrom, 1979) ; or surprise, where the rapist waits and targets a victim or sneaks up on and surprises the victim (Hazelwood, 1985) .
ACUTE PHASE OF RAPE TRAUMA
In the acute phase of rape trauma syndrome there is a great deal of disorganization in the victim's lifestyle. This disorganization is evidenced as follows:
Impact Reactions: One of two styles of reaction are generally noted: (1) the expressed style, in which feelings of fear, anger, and anxiety are shown through such behavior as crying, sobbing, smiling, restlessness and tenseness; and (2) the controlled style, in which feelings are masked or hidden and a calm, composed, or subdued affect is noted.
Somatic Reactions: In the first several weeks following a rape, the following acute somatic manifestations may be This Publication isavailable in Microform.
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International 406 evident: physical trauma, skeletal muscle tension, gastrointestinal irritability, and genitourinary disturbances. Emotional Reactions: A wide gamut of feelings may be expressed and include fear,humiliation, embarrassment, anger, revenge, and self-blame. Fear of physical violence and death is usually the primary affect experienced during the rape.
LONG-TERM PROCESS OF REORGANIZATION
The long-term process of reorganization is the second phase of the Rape Trauma Syndrome. Although the time of onset varies from victim to victim, this phase often begins several weeks after the assault or identification of the rape. Various factors will affect the coping behavior of victims regarding the trauma, i.e., ego strength, social network support, and the way people treat them as victims. The following characteristics are noted:
• Increased motor activity is noted especially through changing residence, taking trips, changing telephone numbers.
• Intrusive thoughts of the rape break into the victim's conscious mind (daymares) as well as through sleep (nightmares).
• Traumatophobia in which fears and phobias develop as a defensive reaction to the circumstances of the rape. Some of the common phobias include fears of: indoors, outdoors, being alone, crowds, people behind them, and sexual encounters and activity.
NURSING CARE OF RAPE VICTIMS
The nursing care of the rape trauma victim is based on four models of nursing intervention: the biologic, the social, the cognitive-behavioral, and the psychological.
In the biologic model careful attention is paid to the symptom picture over time in terms of the nature and intensity of the symptoms. Victims should have a gynecological and general health followup visit after she completes her first menstrual period following the assault and blood tests during a four-to sixweek period.
In the social model explicit use needs to be made of the victim's social network. The goal of utilizing family and friends of the victim is to strengthen the victim's self-confidence to begin resuming a normal style of living.
The focus of the cognitive-behavioral model is on the belief patterns the victim holds regarding rape as well as on desensitizing the person to the behavior that results from the assaultespecially the phobic reactions. One goal of this intervention is to deflate the fears, stresses, and anxieties the victim experiences after the assault and to help inflate the victim's own self-esteem and self-confidence in dealing with the world again.
The goal of the psychological model is the evaluation that the victim has come to terms with the assault when she or he can honestly say that the memory is not as frequent, the physical distress not as great, and the intensity of the memory has decreased. The victim will then have psychologically let go of the pain, fear and memory, and will feel a degree of calm that enables him or her to go about the business of living again.
